OBJECTVE: After a myocardial infarction (MI) many patients and their partners experience problems with marital and sexual life.
Introduction
There is a lack of knowledge regarding the sexual life and coexistence, i.e., mutual life together, of men and women who have suffered a myocardial infarction (MI) 1,2 but many patients experience that MI has a negative impact 3 . Sexual dysfunction after MI is highly prevalent in both genders and at all ages, and it adversely affects patients' life and well-being 1 . The literature reports that 50 to 60% of patients describe a decrease in sexual activity and satisfaction after an MI with the decrease more obvious among women than men, as well as among older patients compared to younger patients 4, 5 . The main reason given for decreased sexual activity is a fear of triggering another MI 6, 7 , which creates stress and anxiety and thereby impairs marital life 1 . When MI patients engage in the physical exertion associated with sexual activity, they fear precipitating a new MI and thereby cardiac death 8 . A study by
Stewart et al 9 revealed that inadequate and differing information about sexual intercourse from healthcare professionals generated anxiety and fear in MI patients. Women who had had an MI reported a lack of information and counselling about sexual issues from healthcare professionals [10] [11] [12] , although Steinke and Patterson-Midgley 13 did not find any differences between men and women in relation to the provision of sexual counselling. Many patients and their partners hesitate to approach healthcare professionals on issues related to sexual and marital life 14 . A discussion of sexual function with healthcare professionals is welcomed by most patients 15 . One study showed that only 38% of men and 22% of women over the age of 50 years discussed these issues with a physician 16 . Nurses in CCUs, as well as these in primary health care, play an important role in counselling individuals on such a sensitive topic 17 . However, sexual counselling is an area of health care that has received little attention in research and practice 7, 18 , and more evidence-based knowledge is needed. The aim of this study was to undertake a survey among cardiac healthcare professionals to obtain knowledge on the type of information about sexual function and coexistence given to patients and their partners after an MI.
Material and Method
In accordance with the Helsinki declaration a descriptive study was conducted during May and the Register of Secondary Prevention and Rehabilitation after an acute MI (SEPHIA), both of which are national quality registers. The questionnaire was then sent as an e-mail to the contact persons at the various hospitals. In an accompanying letter it was stressed that the answers should be completed in consultation with the whole professional team. These physicians and nurses filled in the questionnaire and returned it by e-mail. If no answer was obtained within the stated time limit, two reminders were sent. The final response rates were 84% (RIKSHIA) and 92% (SEPHIA). Descriptive statistics were used for the data provided by the closed questions and the frequencies in percent of each response alternative were calculated.
Results
The findings from both RIKSHIA and SEPHIA showed a similar pattern and are therefore presented as one group. Most male and female MI patients seldom or only sometimes received routine oral information about sexual function and coexistence before discharge from the hospital (Table 1) . Fifty-five percent of both male and female patients routinely received written information. Most partners never or only rarely received routine oral or written information about sexual function and coexistence. Healthcare professionals seldom or only sometimes routinely discussed the risk of increased strain in the patient-partner relationship;
likewise they seldom or only sometimes asked patients about sexual function and coexistence at the first follow-up visit to the hospital (Table 2) . Table 3 shows that more than half of the hospitals that provided group education for MI patients or patients and partners together, sometimes or always included sexual and coexistence topics in the group education. The majority of the teams working with MI patients did not agree or only partly agreed that they have sufficient competence about sexual and coexistence topics (Table 4) . Most hospitals had no routines for cooperation with external experts on sexual function and coexistence for MI patients. The majority of the teams did not consider that they had access to sufficient information material about sexual and coexistence issues for MI patients and their partners at their CCUs (Table 5 ). The most frequently mentioned pedagogical tool used to inform patients about sexual function and coexistence was a brochure or similar literature. In a few hospitals the teams used video films or CD ROMS while none referred to the Internet.
Discussion

Results issues
The present study demonstrates that sexual function and the possible consequences for the relationship after an MI received little attention in practice. The healthcare professionals did not provide information about sexual and coexistence topics actively enough. It can be argued that sexual and marital lives are not of major importance for the first period after an MI.
However, these topics should not be neglected, not even at the CCU, because it is a matter not only for the patient but also the partner. It is not uncommon that the patient leaves the hospital directly from the CCU. It has been suggested that nurses could use information leaflets and guidelines prepared by healthcare professionals to initiate discussions with patients and their partners 19, 20 . Another way to ensure that healthcare professionals and patients have concrete issues to discuss could be printed material prepared by a team of cardiac healthcare professionals, members of patient associations as well as former patients and their partners, containing questions and answers about sexual function and coexistence. Such a team could also design and implement group education for patients and their partners, which would be very beneficial for MI patients. Cardiac healthcare professionals have a great deal to learn from patients and the next of kin and must be prepared to share the pedagogical arena 21 . The present study also revealed that partners rarely received oral or written information about sexual function and coexistence after an MI. It is important that the partners of MI patients become involved, as it would increase their understanding of the situation, reduce the risk of overprotection 22 , and make both themselves and the patient aware of the relatively small risk of sexual intercourse triggering another MI 23 . Counselling should therefore focus on encouraging patients to live a physically active life and not to abstain from sexual activity 6 .
It is remarkable that none of the CCUs mentioned any form of Internet-based information about sexual function and coexistence. A user-friendly Internet-based healthcare system that provides evidence-based knowledge, where patients and their partners could search for information about sexuality after an MI, could complement oral and written information. It is important that MI patients and their partners should be able to access safe and controlled sites containing evidence-based knowledge due to the huge amount of pornography on the Internet 24 and the difficulty in finding trustworthy information. It is surprising that most CCUs had no routines for cooperating with experts on sexual function and coexistence, as some MI patients suffered from depression due to reduced desire or erectile dysfunction, and some medications have side-effects such as impotence and vaginal dryness. Lindau et al 16 found that sex can continue to play an important role in older couples' relationship and wellbeing and that such couples benefit from counselling or medication. Therefore, CCUs must build a network with different experts on sexual function and coexistence in order to offer better advice and treatment.
This study shows that CCU professionals lacked competence about sexuality. We even believe that education should be offered to the whole of the multiprofessional cardiac teams.
The deficiency must be remedied by specific education, which could be provided by courses organized by a national network such as the Swedish Society of Cardiology and the Swedish Association of Healthcare Professionals in Cardiology.
Methodological issues
Both closed and open-ended questions were examined by an expert panel and a pilot study was conducted. This made it possible to enhance the quality of data by changing the formulation of some questions. The relatively high response rate can be explained by the fact that the questionnaire was easy to complete and directly addressed to one contact person. At each hospital this contact person had a special responsibility for follow up and registration of MI patients. Before answering the questionnaire the contact person was asked to consult the whole team of professionals around the MI patients, therefore the representativeness must be regarded as good.
Conclusions
This study revealed that cardiac healthcare professionals in Sweden who are specialists in the area of cardiac disease and rehabilitation lack sufficient competence and information material about sexual and coexistence topics. As a result, patients, as well as their partners, do not receive adequate information about sexuality in relation to the disease, despite it forms a central aspect of human life and wellbeing. It is therefore essential that healthcare professionals at CCUs and primary healthcare centres are educated in, and can inform the MI patient about, the significance of sexual function and coexistence. Further research is needed regarding the patients' as well as their partners' need for information and support in this area. 
